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The individualistic values of our founding fathers, and early resistance to governmental involvement in personal affairs was mani fested in attitudes towards the "men ta11y i11." An individual so iden tified had to rely upon personal resources for care. These were pri marily the nuclear and extended family, and in some cases the local cOllll1unity. For those too poor or too sever1y disturbed to be maintained within the family structure the only alternatives were prison, poor houses, or some other form of non-treatment isolation.
As conditions for the institutionalized mentally ill deteriorated, there was a growing movement for some type of care facility specifically oriented to mental health service. In the mid-1800's, the pioneering work of Dorothea Dix resulted in the establishment of the first state mental hospitals in response to these conditions. A successful and genuine improvement at first, state supported hospitals soon were chronically overcrowded, understaffed and underfinanced. The quality or care steadily declined until only custodial services were being rendered and the only apparent progress after 50 years was the govern mental separation of the mentally ill from the criminal and other wards of the community.
In the 1920 l s the focus began to move from state responsibility and control. The primary harbinger of this change were the new child guidance clinics established as demonstration projects by the National Committee on Mental Hygience in 1922. With treatment provided by a multi-disciplinary team, the child guidance clinic was intended to emphasize primary and secondary levels of intervention through early detection, education, and treatment, as opposed totthe previously used tertiary interventions of rehabilitative, custodial services. Though limited in scope, the child guidance movement was important in reem phasizing the need for community involvement in community problems. concepts within the mental hospital setting. As a consequence, many people receiving clinical services never had to enter a hospital. Those who were admitted stayed a shorter time. Finally, those patients who previously had been consigned to back wards as intractable were now, not only treatable, but in many cases discharged back to the community to be treated and maintained in a more normal setting. The stage was now set for the community mental health movement as we know i t today.
In 1963 the Community Mental Health Centers Act was passed, pro viding funds for the construction of public, non-profit, voluntary com munity mental health centers. By federal mandate each center had to provide emergency mental health services, outpatient service, inpatient service, partial hospitalization care, and education and consultation functions. Expansion of services included diagnosis, pre-and post hospitalization care, rehabilitation, and training, research and evalua tion. In essence, the community mental health center was intended to provide a wide range of mental health services to small (75,000-200,000) group of people within a given community, with service available to all 4 its members. As a result of the large amount of expertise being pro vided to a relatively small population, the center could respond to idiosyncratic community problems with preventative and educational programs. This provided a new level of community involvement which established a model for the community action programs of the later 1960's.
In his book on the history of community mental health, Bloom (1973) cites nine characteristics of community mental health practice. These unique approaches serve to define community mental health ideology and distinguish this type of practice from the more traditional clinical/ casework and community organization/planning approaches. The first characteristic is that the community mental health approach emphasizes community, as opposed to institutional, practice. Secondly, the service focus is the community opposed to selected individuals. Third, the approach recognizes and stresses prevention as a legitimate theraputic intervention. Fourth, Bloom indicates community mental health practice is multi-faceted, offering consultation and training services for example, as well as direct clinical services. Fifth, the practice develops and uses innovative interventions, such as telephone hot lines in order to provide mental health services to more members of the community. Sixth, attempts are made to utilize community manpower through the Bse of paraand non-professionals, or community members in policy making positions.
Seventh, there is an emphasis on rational, comprehensive planning for Gurrent and future community mental health service provision. Eighth, as part of this planning, unique community stress points are identified and attacked as opposed to only treating the individuals affected by the stress.
The ninth, and last point which illustrates the community mental health ideology, is that this orientation has a commitment to community control.
Service is not provided to certain individuals in isolation, but is developed with and by the community, to meet community needs, and to benefit all community members. Throughout nearly all of the first decade of the Schoo1's existence, this study could not have been attempted as there were no separate curriculum options.
Development of Graduate Social
In the early 1970's, a community organization/social welfare planning speciality began to develop, but these years were a time of internal and external stress for the School. The university was affected by the student 6 revolts of that period. The School was under pressure to admit and develop curricula for minorities. The Council on Social Work Education, the accrediting organization for schools of social work, issued new policy statements which became a major force for change. By 1972, con cern was being expressed that the School was changin~ in too reactive a fashion. Accordingly, the Curriculum Policy Committee of the School developed a model curriculum consisting of a generalized core of courses and the development of practice specialities, augmented by elective courses.
This move recognized the legitimacy of training for practice and was a major step toward the development of a separate planning/community organization track. In 1974-75 first year students still had courses in common, but by the 1975-76 academic year the curriculum was so organized that it was possible for incoming planning students and direct service students to not see each other from the orientation picnic to gradua tion exercises. The student body had developed sub-groups.
Throughout this history the role of the field practicum experience remained relatively consistant; it was to provide the student with prac tical experience. According to the Council on Social Work Education, it would enhance, intergrate, and reinforce knowledge gained through course work. Field experience was seen as essential but implicitly adjuctive.
There were some unique opportunities offered in the field, however. The None of these projects stressed any course content; rather, they were conceptualized as providing specialized field experiences which might not otherwise be available.
By 1973 there was a clear need for greater response to the com munity mental health movement and a concomitant need for additional training efforts in the area. Accordingly, NIMH directed the School to coalesce the three existing projects into one coordinated Community Men tal Health Training Project (CMHTP? While not an actual course of study, the CMHTP provides specialized field experiences, unique enri9h ment prograrnming, linkage seminars, and some special courses for trainees.
In addition, it emphasizes the applicability of standard course content to the community mental health model. The CMHTP selects students who already profess an interest in community rnental health and, through the training, attempts to increase the student's knowledge, commitment and competency.
By the spring of 1976, this chronology had resulted in three relatively distinct groups of students enrolled in the first year pro gram; students in the direct service track, students in the planning track, and those students receiving training and socialization as members of the CMHTP. It is these groups that this project attempts to examine.
METHODOLOGY AND RESULTS

Discussion of Instrument
The instrument used for this study was the Baker-Schu1berg
Community Mental Health Ideology Scale. Baker and Schul berg (1967) define ideology as "any systematically related set of beliefs held by a group of people, providing that the system of beliefs is sufficiently basic to the group's pattern of functioning". As noted earlier, there is clearly a systematic set of beliefs surrounding the issues of popu lation, levels of intervention, scope of intervention, creativity and continuity of care, and citizen participation in treatment within the community mental health orientation. And these beliefs are indeed basic to the functioning of those committed to the orientation. The focus of this exploratory research was to consider the following questions:
1. There is a ~ide variety of roles available to the professional social worker today, and a similar variety of approaches to professional training at the School. But, are the basic values of the community men tal health orientation fundamental to social service? If this is true, the professors who teach it, as well as those who select the field as their future profession, could be expected to rather uniformly hold and advocate the basic community mental health values. In its use in this present project the CHMI was given to first year graduate students in social work during the fifth and sixth weeks of the third quarter of their training. The test was administered in Issues and Perspectives classes (a core class required of all students) to all full-time enrolled first-year students attending on that day.
Each administration was begun with a standardized introduction. 
RESULTS
The responses were scored and any subjects failing to answer more than two items, any answering an item twice, any questionnaires indicat ing both planning and direct service as their track, and any with obvi ously invalid responses (methodically progressing from strongly agree to strongly disagree through much of the test with a resultant mean score of 61, for example) were discarded. Those answering 37 of 38 were given the mean score of the 37 answers for the 38th response. After allowing for these, as well as absent students, there was a return of 60 tests which were divided into groups of 7 Community Mental Health Project students, 10 planning track and 43 direct service responses.
The rnean score for each group was determined and appears below: N X Although the composite student scores are lower than those of the CMHI norming population they are still in the "moderately agree" range as are those of Baker and Schul berg's subjects. The scores for Community consistantly falling in the "strongly agree" range. This would seem to validate the contention that a variety of mental health professionals would support the values of community mental health practitioners, but that those actually engaged in community mental health work would naturally be more invested in the ideology and manifest their adherence more clearly on the CMHI.
It appears that the CMHI tests what it intends to test. That is, the ideological statements do in fact reflect a systematic set of beliefs surrounding this type of practice. It has also been surmised that there is reason to believe that these community mental health values are held to varying degrees by persons not engaged in community mental health work. The varying degrees of adherence in the groups of students tested for this study showed significant differences between those students who were part of the community mental health training project and those who were not. The third of the three initial questions, could incoming stu dents form a value orientation by the end of 27 weeks of school, remains as the most difficult to discuss.
To the extent that the conrnunity mental health ideology could be called a value orientation, it seems apparent that the first year stu dents have adopted it to varying extents. But many unanswerable questions known what score separates those who believe strongly enough to act and those who merely feel the conrnunity mental health approach has merit. Some of those who scored highly in the direct service and planning student groups may have been those who were not accepted by the Train
ing Project yet still felt committed enough to apply.
To some extent this discussion begs the question. For even if it is conceded that some students were found to have a value orientation when tested at 27 weeks, it is not known whether it was developed as a result of their education and training. It is reasonable to conjecture that students with an exceptionally strong commitment to community health entered the school with that commitment. One could even hypoth esize that in 27 weeks of exposure to alternative approaches, their resolve may have been mitigated to some degree. Thus the third question remains unanswerable at this time, but does point the way to areas for further research.
IMPLICATIONS FOR FURTHER RESEARCH
As indicated above, one of the biggest unknowns is the effect of graduate education on cOfJlllunity mental health ideology. Ideally, the CMHI would be one of several tests given to students when they were Another area of research stems from the assumptions described above.
The main assumption is that of universality. This present project appears to have generated a strong circumstantial argument in favor of the universality of community mental health ideology among mental health professionals, at least as determined by the CMHI. But in order to place the research described earlier in a meaningful context, there needs to be substantially more data generated on student scores, scores of practicing social workers (particularly as differentiated by activity, interest and practice area, and length of time in the profession), and more comparison data between social workers and other mental health pro fessionals, as Baker and Schul berg attempted in their norming work with psychiatrist, psychologists and occupational therapists.
In conclusion, this study has shown the Baker-Schulberg Community 2, Tht' mental health center i~ pnly one plrt of a com
IHchcosi\'e wmmunity mental health program.
,(, Mt'ntal h(,llth professionals 5hould only provide their ~l'Cviles (0 individuals whom society defines as mcnlJlly ill or who voluntarily seek these services
1"
"'e should Jeal with people who are not }'et sick by helping them to develop ways for coping with ex I'eltc:d life difficulties.
1il \.X/e should not legitimately be (oncerned with modi f} IO~ .l5perts of our patient's ('nvironment but rather In bolstering his ability to cope wi!h it.
]<,
It IS a poor tre.ltrnc:nt policy to lilow non·psychia t r"ts to pertorm traditIOnal p~y( hiatri( functions. 36. We can make more effective use of our skills by in tensively treating a limited number of patients in stead of working indirectly with mlny patients.
37 . By and large. tile prlctic(: of }-:ood rsychiJtry docs not require very much knowledge about socioloJ...'Y and anthropology .
38. Community agencies working with the patient should not be involved with the different phases of a pa tient's hospitalization . 
